Introduction An insight into the health-related quality of life (HRQL) provides information on the extent of activities and everyday functioning restriction by deteriorated health. Objective The purpose of the paper was to analyze the HRQL of general practitioners-family physicians of the Southeastern Europe and compare it with HRQL of controls, the subjects of the same educational background, geographical area, sex and age, but different working activities. Method The study "Health-related quality of life of general practitioners-family physicians in the South-eastern Europe" (HERQUL study) was performed in Serbia, Republic of Srpska, Montenegro, Macedonia and Bulgaria during FebruarySeptember 2004. Study instrument was a standardized generic questionnaire for the measurement of HRQL SF-36, which subjest's health status assesses across eight different domains. Results The study included 1141 doctors (337 male and 804 female) and the same number of controls. The deteriorated physical health affected HRQL of controls, but more significantly of physicians. The deteriorated mental health affected HRQL of both physicians and controls regardless of age and sex. The lowest HRQL scores of physicians due to lowered vitality was reported in all studied countries, excluding subjects from Montenegro. Better social functioning HRQL domain was recorded in males regardless of profession. The deteriorated physical and mental health as well as social functioning mostly influenced HRQL of physicians aged 55-59, and in controls this applied to those older than 60, regardless of sex. Emotional health HRQL domain scores were better in the control group than in physicians, regardless of sex. Conclusion Studies of physicians' HRQL, particularly doctors of general practitioners-family physicians, are scarce. The results of the HERQUL study could be the impetus to obtain support for the improvement of HRQL of this important group of health professionals from the relevant government institutions.
INTRODUCTION
Life-span prolongation has led to the need for a better health-related quality of life (HRQL). Each disease can be studied from numerous aspects (genetics, patophysiology, diagnostics, treatment, etc.). One of the most current aspects is HRQL, which represents patients' perception of the influence of disease and corresponding treatment on their physical and working ability, psychological condition, social communication and somatic health [1] . To follow-up a specific disease, i.e. to obtain a good insight into disease control, there should be corresponding follow-up and control outcome. Conventional indicators of the disease (for example symptoms, signs, laboratory, biochemi-cal and functional findings) are very important in the assessment of drug effects on the target organ, however, they do not indicate the patient' functioning in everyday life and the limit imposed on the patient by the disease. Therefore, the need has emerged to establish new indicators, which would more completely indicate the state of health in relation to the specific disease. In this regard, the concept of the HRQL was developed [2] .
Health questionnaires are developed in order to measure HRQL. They represent scientific instruments that encompass questions and reply options chosen by carefully standardized and established psychometrical methods. There are general or generic health questionnaires and questionnaires for a specific disease or particular status.
There is a great number of generic questionnaires that are applied to assess HRQL, but today the "Gold Standard" is the MOS 36-item Short-Form Health Survey [3] . It is the most frequently used generic questionnaire for the assessment of HRQL, with good psychometric characteristics. It has been developed with the aim to be applied in clinical practice and research in the assessment of the effects of health policy and studies involving the general population to help the development of better screening, diagnostics and treatment of many diseases [3, 4] .
OBJECTIVE
The aim of this cross-sectional study was to assess the HRQL of general practitioners -family physicians (GP/FP) of South-eastern Europe and to make comparison with HRQL of control group subjects from the same region, sex and age, but with different activities at work.
METHOD
Insight into the HRQL offers information on the degree of activity and everyday functioning limited by disordered health. Based on these reasons, from February 15 th to September 30 th 2004, "Health-related quality of life of general practitioners-family physicians in the Southeastern Europe" (HERQUL) study was conducted in 1.141 GP/FP and the same number of subjects of control group in the South-eastern Europe area (Serbia, Republic of Srpska, Montenegro, Macedonia and Bulgaria).
The control group comprised persons of the same region, sex, age and level of education as the subjects included into the basic sample of the study -GP/FP. The control group subjects were chosen directly by GP/FP according to the above mentioned criteria. The subjects of the study and control groups were matched by sex, age (±2 years) and the region of habitation.
As a study instrument, we used the generic questionnaire 36-item short form survey (SF-36), which defines the health status of the studied population by eight different domains: physical functioning, social functioning, limitations in usual role activities due to physical problems (role physical), limitations in usual role activities due to emotional problems (role emotional), mental health, vitality, bodily pain, and general health perception. Moreover, changes in health status over the previous year can be also assessed. Besides recording scores for each subscale, the questionnaire also allows obtaining a composite physical and mental health status scores on the scale from 0 to 100, with higher scores indicating good health status. The SF-36 questionnaire was translated and adopted to all languages and cultures of the participating countries.
Statistical analysis was done using the standard computer statistical package WinSTAT for Exel. Values were presented as mean values with one standard deviation (SD). Beside descriptive statistics, we used discriminant analysis and Wilcoxon test of equivalent pairs. Probability values of p<0.05 were regarded as statistically significant and p<0.01 being statistically highly significant.
RESULTS
The study involved 337 male and 804 female GP/FP, of mean age 43.2±9.6. The youngest participant was 25 years old and the oldest one 64 years; 25% subjects were over 50 years old and 75% were over 35 years of age. The distribution of subjects by sex and age is presented on Graph 1. The sample was stratified by age into eight groups: I 25-29, II 30-34, III 35-39, IV 40-44, V 45-49, VI 50-54, VII 55-59, VIII 60-64 years. The oldest physicians, regardless of sex, were least represented. Table 1 presents the values of all SF-36 scores for both study groups and both sexes, as well as the differences between them.
In this study we analyzed in detail the differences between the GP/FP and the control group in the following HRQL domains: role-physical, mental health, vitality, social functioning and role emotional. Using the Wilcoxon test of equivalent pairs, we recorded significant differences in the HRQL due to impaired physical health of physicians and control group (Z=5.506; p<0.001). A significantly better HRQL of the control group was recorded in males aged 50-54 years (Z=-2.057; p=0.039), 55-59 years (Z=-2.272; p=0.023), and in females aged 45-49 years (Z=-2.420; p=0.016) and 55-59 years (Z=-2.821; p=0.005). There were also differences among other age groups, but of no statistical significance.
Differences in mental health domain between GP/FP and control group
A significantly lower HRQL due to impaired mental health was recorded in the group of female physicians (62.65±20.19). Impaired mental health limits HRQL to the highest degree in female physicians aged 55-59 years (52.47±5.00) (Graph 4). In the control group, the worst scores were found in the oldest women group (56±8.82) (Graph 5). A significantly better HRQL due to impaired mental health was present in the control group of females, regardless of age.
Significant differences in HRQL due to impaired mental health was recorded in the subjects from Macedonia and Bulgaria, with considerably better HRQL in the control group than in the physicians. It is interesting that HRQL was significantly better in the youngest female control group in these countries.
Differences in vitality domain between GP/FP and control group
A significantly better HRQL due to lowered vitality was recorded in control females group than in female physicians (64.80±17.03 : 56.69±20.49), regardless of age. Poorer HRQL of physicians due to lowered vitality was recorded in all studied countries, except in the subjects of Montenegro. Particularly endangered HRQL due to lowered vitality was recorded in male physicians aged 45-49 years (56.80±5.57) and female physicians 55-59 years (44.41±5.37) (Graph 6). In the male control group aged 40-44 and 45-49 years, there was also a lower HRQL due to decreased vitality than in the older age subjects (Graph 7). In Serbia, Montenegro and the Republic of Srpska no significant differences of HRQL were recorded, despite impaired emotional health of physicians and control group, while in Bulgaria and Macedonia there were differences both in mid-aged females (40-44 years) and in females of younger age (30-34 years).
Differences in social functioning domain between GP-FP and control group

DISCUSSION
HRQL enables us to understand how the changes in health condition of our study subjects influence their everyday functioning, and whether they limit everyday activities of the subjects. As a subjective parameter, directly placing the subjects into the centre of events -as perceived by themselves, it indicates the degree of their social, emotional and physical functioning, as well as the degree of their mental, physical and social health and well-being. Therefore, we can say that HRQL represents a personal experience of the subject, which is not only the reflection of the subject's feeling of health, but also of other factors and circumstances in life, and of the outcome expressed by the patient himself.
The patient's condition can be assessed by medical professionals and by the patient himself, but the HRQL can be described only by the patient, the way he perceives it, because he can have a direct insight into his own feelings and thoughts. However, the fact should be also kept in mind that the person can feel or function well, which, however, does not necessarily has to be related to his health condition, but could be the consequence of his surrounding [5] . Thus, HRQL should be understood as a special aspect, which is greatly different from classical outcomes, so that the data on the patient's health condition cannot be viewed isolated from clinical manifestations.
The HERQUL study involved 337 male and 803 female GPs/FPs of the South-eastern Europe and the same number of subjects in control group, with the aim to evaluate HRQL of the South-eastern Europe GPs/FPs, and compare it to the HRQL of the control group. Numerous studies have shown that the prevalence of high-risk behaviour, which contributes to morbidity and mortality of cardiovascular diseases among family doctors in the USA is very high. This is due to low physical activity, the problem of overweight, poor lipid findings, stress at work and irregular check-up of health condition [6] . Such a study has been performed in the Czech Republic, which shows that smoking, as a risk factor, is present in high percentage among physicians as compared to other countries. A high percentage of physicians have problems with overweight, hypercholesterolemia and hypertension [7] . The results of a study performed by the Section of General Medicine of the Serbian Association of Physicians in Serbia have shown that myocardial infarction in males occurs with increasing frequency below age of 45 years [8] , and that at the given moment, the highest risk of the shown odds ratio for the development of myocardial infarction (9.794) and stroke (8.975 ) is due to smoking [9] , which is very widespread among GPs/FPs.
The role of psychological well-being is particularly prominent in general practitioners remaining to work in rural areas, which has greatly drawn attention of government institutions, medical authorities and media. The aim of the Gardiner et al. study [10] has been to evaluate the potential of applying psychological interventions to promote general practitioners to remain working in rural areas of South Australia, thus influencing their wellbeing. One hundred and eighty seven physicians were asked to fill-in a questionnaire containing questions on the degree of their support in favour of a job in rural practice, psychological health (morale and stress related to work, stress specifically related to work in rural general practice and quality of professional life) and intention to leave the job in the rural area. The conclusion of this study underlines the significance of psychological interventions (such as cognitive behavioural training) and support given to physicians aimed at lowering stress (by increasing interaction with colleagues) giving them higher motivation to remain working in rural general practice [10] .
A study in the USA, which has investigated the HRQL in independent physicians and physicians employed in large medical institutions, shows that independent physicians have longer working hours, work in smaller teams and have working activity of longer duration as compared to physicians employed in medical institutions. The study has shown that the latter physicians have better relations with personnel at work, spend better quality time with their family, have more freedom in bringing decisions at work, are more satisfied with their profession, offer medical service of higher quality and have greater possibilities of achieving their professional goals [11] .
In Japan, a study conducted at the national level on the satisfaction of physicians working in rural areas with the The physicians obtained a questionnaire by mail; they were asked to assess their satisfaction with the conditions of their working place (19 questions) and conditions of life (10 questions). They were also asked about their intentions to continue their practice in the rural area until retirement. Only 27% of physicians wanted to continue their work in the rural area after retirement. It is interesting to note that male physicians showed firmer intention to remain in the rural area. There was a high correlation between the degree of intention to remain in the rural area and several questions, such as interaction with city administrative officials, lowered possibilities of sustaining continual medical education, personal relations and the feeling of fulfilment with job [12] . There are also other examples confirming that the physician's job is stressful. There is an interesting example of young physicians of internal medicine from the USA hospitals, which has shown that their profession is connected with high emotional problems. American system requires from residents to spend 24 hours at hospital as interns. Therefore, one cannot regard it as working hours in a classical sense, because they are maximally devoted to their profession. A smaller number of these physicians even give up medicine, and suicides have been recorded as well [13] .
It is well known that there is a decrease in physicians' satisfaction with profession; however, its influence on physicians and patients has not been fully investigated. Outcome connected with low physicians' satisfaction with profession includes increased number of physicians on shifts/circulation, deteriorating mental health, the condition of emotional exhaustion due to stress at work, "riskier" practice of prescribing medication, more unsatisfied patients, poorer cooperation between the patient and the physician and low compliance with regular taking of prescribed therapy [14] .
Patients with severe chronic diseases, who are psychologically vulnerable and prone to strong emotions also influence the inner life of physicians and their worries about the severity of the patient's disease. The physicians can react to the emotions and needs of their patients by showing their own emotions. Such emotions can reflect the physician's need to help the patient, feeling of frustration in case of progression of the patient's disease, the feeling of helplessness to cope with the disease and its associated losses, sadness, the fear that he/she himself can fall ill or the need to become separated from the patient to avoid it all [15] .
Over the recent years, many studies have shown that stress among general practitioners has endemic proportions. By definition, stress presents a physical, emotional and mental effort resulting from bad correlation between the individual and his surroundings, caused by relation among requirements, feeling of responsibility of the individual toward these requirements and ability to fulfil them. Stress often occurs in situations connected with high demands, poor control and limited support or help. Sudden changes at work related to conflicting situations can be the main cause of professional stress.
Stress in general practice is a dynamical process, which changes qualitatively and quantitatively, in dependence of inner and external factors. Anxiety, depression, dependence and burnt-out feelings are often associated with stress [15] . The physician is expected to exert a high level of responsibility, a high level of knowledge and agility in performing a correct and well-timed diagnostic and therapeutic approach, which results in a high level of psychosocial stress.
In Lithuania a study on the degree of psychosocial stress and the degree of responsibility performed on a randomly selected sample of 300 physicians has shown that the highest prevalence of stress is among physicians who are widowers/widows living alone and in female physicians. The lowest prevalence has been noted in older physicians and male physicians. Based on this study, 48% of physicians suffer from psychosocial stress directly caused by their job. The reasons are great responsibility at work combined with restricted freedom in bringing decisions [16] .
In Serbia 95% of general practitioners are women. In January 2007 in the Health Centre of New Belgrade a study was performed on the satisfaction of general practitioners with working process and his professional role, using a visual analogue scale ranging from 0 to 10. The average physicians' satisfaction with working process were 6.6 (range 1.7-9.2). All were female subjects. Dissatisfaction was not related to age (mean age was 45.5 years), physician's previous employment duration (mean employment duration was 17.5 years), employment duration as a specialist (mean duration was 9.4 years), mean number of assigned citizens (2.347) and mean number of performed examinations (32.1). The causes of dissatisfaction were short time for the examination of patients (73.3%), great number of patients (53.3%), extensive administration work (63.3%), poor cooperation with consultants-specialist services (40%), slow supportive diagnostics (33.3%) and rare educational opportunities (33.3%) [17] .
Dissatisfaction with job and stress among physicians influences the quality of medical service. A study from Pakistan has shown that 68% of physicians are not satisfied with their profession, in the sense of organization and personal relationships at work, as well as with their salary, all of which represents the main cause of stress at work [18] .
Our HERQUL study demonstrated that in Montenegro there was no difference in all HRQL domains between the physicians and control subjects group. In Serbia, a better HRQL was recorded in the control group than among the physicians in the domains of social functioning, vitality and physical pain. In the Republic of Srpska a significantly better HRQL in the vitality domain was recorded in the control group than in the physicians. In Macedonia and Bulgaria better HRQL in all domains was present in the control group than in the physicians.
CONCLUSION
The fact that the HRQL represents a personal experience of the subject reflecting not only his feeling of health, but also other factors and life circumstances, leads us to the speculation that perhaps the different systems of health insurance and the moment of transition, in which each of these countries at the time when this study was performed, influenced all HRQL domains of physicians. In the available literature from the relevant medical databases, there are no published reports which have directly studied HRQL of physicians, particularly of GPsFPs. This makes the contribution of HRQUL study even more significant, because it can turn attention of other researchers dealing with this field of medicine to the need of greater effort to investigate this problem based on scientific and methodological manner. Thus, support can be obtained by relevant national institutions to improve the HRQL of this, for each society, significant group of medical professionals.
